SURVEY FOR ASSESSING THE RISK OF VIBROACOUSTIC DISEASE
	Personal data

	0
	Date

	1
	Name:

	2
	E-mail address:

	3
	Age:

	4
	Date of Birth:

	5
	Current occupation:

	6
	Number of years at current activity:

	

	Noise Exposure History

	I
Childhood

	

	7
	Did you live near a noise source at any point during your infancy and/or childhood years? 
	Yes
	
	No
	

	
	If so: What was/were the source(s) of the noise?

	
	

	
	For how many years were you exposed to that/those source(s)?
	

	8
	Was your mother exposed to noise during her pregnancy with you (e.g., at home, at work)? 
	Yes
	
	No
	

	If so:

	
	What was/were the source(s) of the noise?

	
	

	9
	To your knowledge, have you ever been exposed to any type of radiation not associated with medical testing? (e.g. living near high tension power lines, or near power plants)

	
	

	

	II
Residential

	

	10
	Do you currently live near a noise source(s)?
	Yes
	
	No
	

	If so:

	
	How long have you been living in this site?
	

	
	What is/are the noise source(s)?

	
	

	11
	Have you ever, at any other point in your life, lived next to any noise sources? 
	Yes
	
	No
	

	If so:

	
	How long did you live there?
	

	
	What was/were the noise source(s)?

	
	

	
	Have you ever lived near:

	12
	
High volume roads? 
	Yes
	
	No
	

	13
	
Industrial sites?
	Yes
	
	No
	

	14
	
Motor vehicle highways? 
	Yes
	
	No
	

	15
	
Bridges?
	Yes
	
	No
	

	16
	
Harbours? 
	Yes
	
	No
	

	17
	
Railways?
	Yes
	
	No
	

	18
	
Airports?
	Yes
	
	No
	

	19
	
Military bases?
	Yes
	
	No
	

	20
	
City centres?
	Yes
	
	No
	

	21
	
Power plants
	
	
	
	

	22
	
High voltage power lines
	

	
	
	

	23
	
Cell phone Antennae’s
	
	
	
	

	24
	
Wind Turbines
	
	
	
	

	

	III
Occupational

	

	25
	Do you currently work in a “noisy” environment?
	Yes
	
	No
	

	If so:

	
	How long have you been employed in this environment?
	

	
	What is/are the noise source(s)?

	
	

	26
	Besides your current occupation, have you ever worked in a noisy environment?
	Yes
	
	No
	

	If so:

	
	How long were you employed there?
	

	
	What was/were the noise source(s)?

	
	

	

	Current attitude towards noise

	

	27
	Do you have difficulty hearing? 
	Yes
	
	No
	

	28
	Does noise bother you? 
	Yes
	
	No
	

	29
	Have you ever felt angry or upset because of noisy events? 
	Yes
	
	No
	

	If so:

	
	Please describe any “noisy” event that make you angry or upset

	
	

	

	30
	Do you consider yourself to be a healthy person? 
	Yes
	
	No
	

	31
	Do you have any kind of allergies?
	Yes
	
	No
	

	If so:

	
	Please specify which kind

	
	


FERTILITY SURVEY
1.Obstetric History (if possible, please specify if you achieved pregnancy during vacation or work time in the “Observations” box)
	
	Number
	Dates
	Observations

	Total number of Pregnancies
	
	
	

	Living Children
	
	
	

	Full term Births
	
	
	

	Premature Births
	
	
	

	Ectopic or Tubal Pregnancies
	
	
	

	Miscarriages
	
	
	

	Abortions, induced
	
	
	


Children: 
	Birth Date
	Weeks Gestation
	Baby’s Weight
	Baby’s sex
	Vaginal/C-Section
	Complications

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Have you ever had a high-risk pregnancy?
	Yes
	
	No
	

	If yes: please specify which and why

	

	Did you stop flying immediately when you got pregnant?
	Yes 
	
	No
	

	If not, until what week did you keep flying?
	

	

	Are you currently trying to achieve pregnancy?
	Yes
	
	No
	

	If so:

	How long have you been attempting to achieve pregnancy?
	

	On average, how frequently do you have intercourse? (per week/month)
	

	How frequently do you have intercourse around ovulation?

	Daily
	
	Occasionally
	
	Infrequently
	
	Unpredictable ovulation
	

	Do you use any kind of lubrication?
	Yes
	
	No
	

	If so: Please specify

	

	Do you have pain with intercourse?
	Yes
	
	No
	

	

	In the past, have you ever tried conceiving (independent of whether or not you achieved pregnancy)?
	Yes
	
	No
	

	If so, please fill out one box for each occasion:

	How long ago?
	

	How long did it take?
	

	Were you successful?
	

	How long ago?
	

	How long did it take?
	

	Were you successful?
	


2. Current Medications
	Medication
	Frequency
	Date started

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


3. Surgical History 
	Type of Surgery
	Date
	Complications

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


4. Gynaecological History
	At what age did you get your first period?
	

	Are your cycles regular?
	Yes
	
	No
	

	Have they always been regular?
	Yes
	
	No
	

	How many days does your period usually last?
	

	How would you describe the flow?

	None 
	
	Spotting
	
	Light
	
	Medium
	
	Heavy
	

	Do you have cramps or pain?
	Yes
	
	No
	

	If so: How would you describe them?

	Mild
	
	Moderate
	
	Severe
	

	Do you take any medication for menstrual pain?
	Yes
	
	No
	

	If so, please specify which medication:
	

	Do you experience PMS?
	Yes
	
	No
	

	If so: What are the symptoms?

	

	Do you bleed or have you ever bled between cycles?
	Yes
	
	No
	

	If so: Please specify the situation and/or the motive

	

	During the flight, when you are menstruated, the flow:

	Increases
	
	Decreases
	
	Stops
	
	No variation
	

	Have you noticed any changes in your cycles´ regularity with flight activity (e.g., when you started flying or when changing from short to medium or long-haul flight or when changing aircraft model)?

	

	Did you notice any change in your sexual drive with your flight activity?

	

	Are you in menopause:
	Yes
	
	No
	

	At what age?
	

	Complications:

	

	Hormone replacement therapy?
	Yes
	
	No
	

	

	Have you ever had a sexually transmitted disease (STD)?
	Yes
	
	No
	

	If so: Which?

	Chlamydia
	
	Gonorrhoea
	
	Herpes
	
	Syphilis
	
	Other
	

	At what age, and for what purpose, did you first see a gynaecologist?
	

	Have you ever had an abnormal Pap smear result?
	Yes
	
	No
	

	If so: Please state when and why

	

	Have you ever been diagnosed with any of the following gynaecological problems?

	Pelvic or vaginal infections?
	Yes
	
	No
	

	Fibroids?
	Yes
	
	No
	

	Endometriosis?
	Yes
	
	No
	

	Other? Which?
	

	Have you ever been tested for infertility?
	Yes
	
	No
	

	If so: please indicate which tests were performed and the results obtained?

	Ultrasound?
	Normal
	
	Abnormal
	

	Hysterosalpingogram (dye, x-ray test)?
	Normal
	
	Abnormal
	

	Laparoscopy?
	Normal
	
	Abnormal
	

	Hormonal test?
	Normal
	
	Abnormal
	

	Infection test (mycoplasma, chlamydia)?
	Normal
	
	Abnormal
	

	Other? Which?

	
	Normal
	
	Abnormal
	

	
	Normal
	
	Abnormal
	

	
	Normal
	
	Abnormal
	

	
	Normal
	
	Abnormal
	

	
	Normal
	
	Abnormal
	

	
	Normal
	
	Abnormal
	

	Have you ever been treated for infertility?
	Yes
	
	No
	

	If so: Please state the cause for infertility, the type of therapeutic treatment and dates

	


Contraception

	Current contraception usage?
	
	For how long?
	

	Former contraception usage?
	During what period of time and year(s)

(e.g For 6 years, between 1999 and 2005)

	Contraceptive pills (what type?)
	

	Birth control patch
	

	Nuvaring
	

	Have you ever used the morning-after pill?
	Yes
	
	No
	

	Have you ever terminated a suspected pregnancy with other methods? If so, which?
	
	
	
	

	If so:

	Please state how many times and when

	


5. Medical history
	Cancer History

	Have you ever been diagnosed with cancer?  
	Yes
	
	No
	

	If so:

	Please explain what type and your current situation of the cancer

	

	Did you undergo radiotherapy?
	Yes
	
	No
	

	Did you undergo chemotherapy?
	Yes
	
	No
	

	

	Cardiovascular History

	Thromboses
	
	Cardiac murmur
	
	High cholesterol
	
	Hypertension
	

	Mitral valve prolapse 
	
	Need antibiotics with dental/ gynaecological procedures
	
	Myocardial infarction
	
	Pulmonary embolism 
	

	Thrombophlebitis
	
	Varicose veins
	
	Rheumatic heart disease
	
	Haemorrhoids
	

	Other:
	

	

	Endocrine History

	Cystic Fibrosis
	
	Diabetes, Type I
	
	Diabetes, Type II 
	
	Hyperthyroid
	

	Hypothyroid
	
	Thyroid nodule
	
	Hyperprolactinemia
	
	Goitre
	

	Other:
	

	

	Gastrointestinal history

	Chrohn’s disease
	
	Colon polyps
	
	Diverticulitis
	
	Diverticulosis
	

	Pancreatitis
	
	Ulcers
	
	Constipation, chronic
	
	Hepatitis (A,B,C, please specify)
	

	Gallbladder disease (which) 
	
	Gastroesophageal reflux disease
	
	Irritable Bowel Syndrome
	
	Ulcerative Colitis
	

	Other
	

	

	Haematology/Infection Disease History

	Have you ever been studied for bleeding disorders (coagulopathy analyses)?
	Yes
	
	No
	

	If so: What were the results

	

	Have you ever had Lyme disease?
	Yes
	
	No
	

	Have you ever received a blood transfusion?
	Yes
	
	No
	

	Others:

	

	

	Muscular/Skeletal History

	Do you experience pain in your hands/wrists?
	Yes
	
	No
	

	Have you been diagnosed with carpal tunnel syndrome?
	Yes
	
	No
	

	Dupuytran´s contracture
	
	Osteoarthritis
	
	Osteoporosis
	
	Osteopenia
	

	Herniated disc
	
	Where? (cervical, lumbar, thoracic)
	

	Degenerative disc
	
	Where? (cervical, lumbar, thoracic)
	

	Other:
	

	

	Neurology History

	Have you ever had an epileptic seizure?
	Yes
	
	No
	

	If so: Were you formally diagnosed with epilepsy?
	Yes
	
	No
	

	Have you ever experienced non-purposeful movements (automatisms, i.e. performed an action without knowledge/control?)
	Yes
	
	No
	

	Do you frequently faint or have you ever had an unjustified fainting episode?
	Yes
	
	No
	

	If so: Please state when and in what context

	

	Do you frequently feel dizzy and/or experience loss of balance?
	Yes
	
	No
	

	Do you frequently have headaches and/or migraines?
	Yes
	
	No
	

	Have you ever had meningitis?
	Yes
	
	No
	

	Have you ever had a cerebral vascular accident (e.g. stroke)?
	Yes
	
	No
	

	Other:

	

	

	Psychiatric History 

	Do you experience abrupt mood changes with no apparent reason?
	Yes
	
	No
	

	Anorexia
	
	Bulimia
	
	Chronic depression
	
	Post partum depression
	

	Post miscarriage depression
	
	Sexual dysfunction 
	
	Anxiety
	
	Bipolar disorder
	

	Personality disorder
	
	Panic disorder
	
	Other?
	

	

	Ophthalmology History 

	Have you ever experienced temporary blindness, blurred vision, blind spots, floaters (tiny particles drifting across the eye), …?
	Yes
	
	No
	

	Are you very sensitive to strong light?
	
	
	
	

	If so: Please specify

	

	Detached retina
	
	Glaucoma
	

	Other:
	

	

	Respiratory History

	Asthma
	
	Pleurisy
	
	Pneumothorax
	
	Sleep apnoea
	

	COPD (Bronchitis and/or emphysema)
	
	Other:
	

	

	Rheumatology History

	Scleroderma
	
	Fibromyalgia
	
	Lupus
	
	Vitiligo
	

	Others:
	

	

	Urology History

	Do you have problems urinating (e.g., reduced flow, urgency, pain, blood in urine …)?
	Yes
	
	No
	

	If so: Please specify

	

	Interstitial cystitis 
	
	Kidney stones
	

	Urinary incontinence
	
	Urinary tract infections, chronic
	

	Other:
	

	

	Exposure to Medical Radiation

	Any other medical situation not yet described

	


6. Family history
	Were you adopted?
	Yes
	
	No
	

	If yes: By a family member?
	
	
	
	

	Did any member of your biological or non-biological family have trouble achieving pregnancy?
	Yes
	
	No
	

	If so: Please state the medical causes, if known, for the fertility problems

	

	How many brothers and sisters do you have?
	

	Please specify, sex, age and number of children for each of them, and whether or not they are biological siblings.

	

	Are there any cases of miscarriages in your biological or adopted family?
	Yes
	
	No
	

	If so: Please specify the number of miscarriages in your relatives (biological or adopted), one by one, and the reasons, if known

	

	
	
	
	
	

	
	
	
	
	


Significant medical problems of family members (biological or adopted):
	
	Father
	Mother
	Brother
	Sister
	Grandfather (maternal)
	Grandmother (maternal)
	Grandfather (paternal)
	Grandmother (paternal)
	Other

	
	
	
	
	
	
	
	
	
	

	Breast Cancer
	
	
	
	
	
	
	
	
	

	Endometriosis
	
	
	
	
	
	
	
	
	

	Fibroids
	
	
	
	
	
	
	
	
	

	Infertility
	
	
	
	
	
	
	
	
	

	Osteoporosis
	
	
	
	
	
	
	
	
	

	Ovarian Cancer
	
	
	
	
	
	
	
	
	

	Colon Cancer
	
	
	
	
	
	
	
	
	

	Prostate Cancer
	
	
	
	
	
	
	
	
	

	Diabetes,

type I
	
	
	
	
	
	
	
	
	

	Diabetes,

type II
	
	
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	
	
	

	High Cholesterol
	
	
	
	
	
	
	
	
	

	Hypertension
	
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


7. Social History
	Current Marital Status
	
	How long?
	

	

	Caffeine intake:
	Nr. cups coffee / day
	
	Nr. cups tea / day
	
	Soda / Pop per day
	

	Alcohol Use:
	Yes
	
	No
	

	If so: Please state the number and type of drinks per week

	

	Recreational drug use:
	Yes
	
	No
	

	If so: Please state the type and frequency

	

	Are you a smoker?
	Yes
	
	No
	

	If so:

	For how long?
	
	Number cigarettes /day
	

	

	Former smoker?
	Yes
	
	No
	

	If so:

	How long ago did you quit?
	
	Number cigarettes /day
	
	For how many years did you smoke?
	

	

	Do you exercise?
	Yes
	
	No
	

	If so: Please specify exercise(s) and frequency

	


